
Page 1/21

An Exploration of Midwives’ Experiences of
Reducing Maternal Morbidity and Mortality From
Postpartum Haemorrhage (PPH) in Rural
Communities in Eastern Nigeria.
Felicity Agwu Kalu 
(

f.kalu@qub.ac.uk
)

Queen's University Belfast
Joan Nkechi Chukwurah 

University of Benin

Research Article

Keywords: Postpartum haemorrhage, Prevention and Management of PPH, Active management of the
third stage of labour, Antenatal anaemia, Reducing maternal morbidity and mortality, Midwives,
Competent and compassionate care, Collaboration with multidisciplinary team, Cultural competency,
Access to maternity care services.

Posted Date: October 22nd, 2021

DOI: https://doi.org/10.21203/rs.3.rs-954172/v1

License:


This work is licensed under a Creative Commons Attribution 4.0 International
License.
 
Read Full License

https://doi.org/10.21203/rs.3.rs-954172/v1
mailto:f.kalu@qub.ac.uk
https://doi.org/10.21203/rs.3.rs-954172/v1
https://creativecommons.org/licenses/by/4.0/


Page 2/21

Abstract

Background
Postpartum haemorrhage (PPH) is one of the major complications of childbirth which results in maternal
morbidity and mortality especially in low and middle-income countries like Nigeria. Midwives play a vital
role in preventing and managing PPH in Nigerian rural communities. The aim of this study is to
understand the experiences of midwives in rural maternity care settings in order to provide appropriate
support and improve practice.

Methods
An exploratory qualitative study of a purposive sample of 15 practicing midwives was carried out using
semi-structured interviews from November 2018 to February 2019. Data were transcribed verbatim and
analyzed using content analysis.

Results
Four themes were identified; intervention for preventing PPH, approaches to managing PPH, challenges of
preventing and managing PPH, and ways of supporting midwives to overcome the challenges of
preventing and managing PPH in rural health care settings. Midwives employed various strategies, such
as antenatal education, diagnosis, and treatment of anaemia to prevent PPH. Their understanding of the
condition as a life-threatening condition enabled the midwives to provide holistic and effective
management that sometimes involved multidisciplinary team approach. However, inadequate resources
and delay in seeking health care services militate against their efforts. The midwives also identified the
need for continuing education and training as means of enhancing their standard of care.

Conclusion
These midwives in Nigerian rural health care setting engage in preventive practices and active
management of PPH though not without barriers, such as inadequate resources. There is need for the
midwives in rural areas to have cultural competence, be provided with adequate resources and participate
in ongoing education to be more effective.

Background
Pregnancy and childbirth are times of joy and celebrations for many families however these periods are
also challenging moments for some families because of frightening and traumatic experiences of
maternal morbidity or mortality associated with postpartum haemorrhage (PPH) or other complications
of pregnancy and childbirth (1–4). Globally, 830 women die daily because of preventable complications
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of pregnancy and childbirth (1). According to the World Health Organisation (WHO), 99% of the deaths
occurred in several low and middle-income countries, with an estimation of 814 maternal mortality per
100,000 live births reported in Nigeria (1, 24).

The recent National Demographic Health Survey showed a slight reduction of Maternal Mortality Rate
(MMR) from 814 to 556 per 100,000 live births (5). Although this reduction of maternal mortality rate is a
welcomed sign of slight improvement, the overall high rate of maternal death in Nigeria is quite disturbing
and far from reaching the 2016-2030 Sustainable Development Goals target of improving maternal
health and wellbeing and reducing maternal death to less than 70 per 100, 000 live births (1, 6). The high
maternal mortality rate therefore presents a major maternal healthcare challenge nationally and
internationally in relation to identifying the causes of death and taking appropriate actions to
continuously improve women’s health and save their lives (3–4).

Evidence from the literature has shown that PPH is a major cause of death in low and middle-income
countries such as Nigeria (3, 7–12). This occurs when there a genital blood loss of 500mls or more in the
first 24 hours following childbirth (7, 10, 13). Minor PPH is described as blood loss of 500-1000mls while
major PPH is blood loss of above 1000mls (13). The effects of the blood loss on women vary and
highlights the importance of timely individualised women-centred care (9, 13, 14). Hypovolaemic shock,
multiorgan failure, and maternal death can occur depending on the severity of PPH, pre-existing anaemia,
untreated or ineffective treatment and management of PPH (2, 14, 15). Prevention of anaemia in
pregnancy, appropriate management of first and second stages of labour, effective physiological (without
medication) or active management (with medications) of third stage of labour are some of ways through
which PPH can be prevented (2, 9, 12, 16–21). The literature has shown that prompt diagnosis and
treatment is essential for effective management of PPH and minimising the incidence of morbidity and
mortality associated with PPH (2, 10, 12, 19). Studies have shown that high rate of maternal mortality
and morbidity in Nigeria is associated with factors such as delay of women in seeking maternity care,
delay in arriving at the health care facilities, and delay in receiving care from skilled healthcare
professionals (22–24). Although several studies have been conducted to investigate the causes and
treatment of PPH in Nigeria & worldwide (3, 8, 14, 25–26), published evidence of the experiences of
midwives involved in preventing and managing PPH in rural settings of Nigeria is lacking. Given the fact
that midwives are mostly the skilled professional maternity care providers in the rural communities, the
understanding of their experiences in these maternity care situations is essential for providing adequate
support to them to enhance their abilities to providing appropriate care to women in an ongoing manner,
hence the need for this study.

Methods
Study Design

This qualitative study was carried out to explore midwives’ experiences of reducing maternal mortality
and morbidity from PPH in a rural community in rural Eastern Nigeria.



Page 4/21

Participants and recruitment

A purposive sample of 15 qualified and practicing midwives who had experiences of preventing and
managing PPH willingly participated in the study. An administrative staff in the labour ward acted as a
gatekeeper in recruitment of the participants. The process of recruitment involved issuing an initial notice
about the study and invitation to participate. Information leaflet was issued subsequently.

Ethical consideration

Ethical approval of the study was obtained from the research ethics committee of three health facilities in
South-eastern Nigeria, and Trinity College Dublin, Ireland. The first author (FAK) obtained written informed
consent from each participant before each interview. Each of the participants was given adequate time
(one week) to read the participant information sheet and ask any question that requires clarification
before signing the consent form. To enhance anonymity, pseudonyms were used for the participants and
all identifying information about them were removed before analysing the data.

Data collection

Data were collected by the first author (FAK) through semi-structured interviews with 15 willing
participants from November 2018 to February 2019. The interviews took place at convenient locations
identified by the participants. An interview guide with introductory open-ended such as: Please tell me
about your experiences of preventing and managing PPH. What is it like to prevent PPH in a rural
community in Nigeria? What is it like to treat and manage PPH in a rural community in Nigeria? The
interview guide can be seen in the supplementary file. The rationale for using semi-structured interviewing
was to enable the participants to freely respond in their own words and explain their experiences of the
phenomena. The use of semi-structured interviews also provided additional benefits of enabling the
researchers to probe and clarify some points with the participants in a more flexible way. The interviews
lasted between 40 and 55 minutes. Interviews were audio-recorded. The use of purposive sample in this
study helped in obtaining rich information and in-depth understanding of experiences of reducing
maternal mortality and morbidity from PPH in a rural community in rural health care settings. Data were
transcribed verbatim. Data saturation occurred after 15 interviews. This means that no new theme
emerged from the data. Data saturation was confirmed by both authors (FAK and JNC).

Data analysis

Data were analysed independently by the first (FAK) and second (JNC) authors using qualitative content
data analysis to provide new insights and more understanding of the experiences of midwives in
preventing and managing PPH and to inform practical action (27-29). Specifically, a content analysis
approach identified by Graneheim and Lundman (27) was used to guide the data analysis towards
understanding the experiences of the midwives. The transcripts were read and re-read by each author and
those words and sentences containing evidence and information regarding the research question were
classified as meaning units. This was followed by condensing and coding of the meaning units, which
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were further sorted into their corresponding categories. Finally, the underlying meaning of the categories
were organized into their respective themes. The findings of both authors were discussed together to get
consensus. Four themes that reflected the aim of the study emerged from data analysis and were
approved by both authors.

Data trustworthiness

Data trustworthiness was achieved using Lincoln & Guba’s framework for ensuring rigor as a guide. This
framework includes credibility, transferability, dependability, and confirmability (30). To achieve credibility
of the study, participants were used for member checking to confirm accuracy of the themes. During the
interviews, participants were encouraged to clearly explain the meaning of their experiences. Credibility of
the study was further enhanced through reflexivity (31, 32). In relation to transferability of the study
findings, the researchers have placed the study in context by providing readers with examples of other
studies with similar phenomena in the discussion section. Dependability is about the extent of the
stability of the findings over time (30). The phenomena of interest in this study, the design and methods
remained the same throughout the study to enhance dependability. In this study, confirmability was
achieved by ensuring the credibility, transferability, and dependability of the study.

Reflexivity

The researchers kept reflective research diaries and remained engaged in critical self-awareness
throughout the research process to prevent bias. In addition, the research knowledge and skills of the
researchers, and their knowledge and previous experiences of preventing and managing PPH as
midwives enabled them to be theoretically sensitive to the data that were emerging. Furthermore, their
professional background as midwives, helped the interviewer (FAK) to communicate effectively with
participants who were midwives, as the researchers shared similar background knowledge and
vocabulary with them.

Results
A total of 15 midwives participated in the study. All the participants were registered midwives and nurses.
Table 1 provides other details of demographic characteristics of the study participants. Data analysis
revealed four themes: (a) Interventions for preventing PPH; (b) Approaches to managing PPH (c)
Challenges of preventing and managing PPH; (d) Ways of supporting midwives to overcome the
challenges of preventing and managing PPH in rural health care settings. Table 2 demonstrates how the
themes were developed from sub-categories to categories and then themes. 
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Table 1
Demographic characteristics of the study

participants
Characteristics of the participants N %

Female 15 100%

Male 0 0%

Age

30-39

40-49

50-59

2

5

8

13.3%

33.3%

53.3%

Level of Midwifery Education

Certificate

BSc.

12

3

80.0%

20.0%

Length of Midwifery practice

3-4 years

5-6 years

Over 10 years

2

2

11

13.3

13.3

73.3

Current area of practice

Labour and Birth

Labour, Birth & Postnatal care

2

13

13.3

86.7
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Table 2
Themes, categories, and sub-categories from midwives’ experiences of reducing maternal morbidity and

mortality from postpartum haemorrhage

  Themes Categories Sub-Categories

1 Interventions for preventing PPH Antenatal care
interventions

Interventions for
preventing PPH
during labour and
childbirth

Antenatal
assessment,
diagnosis, and
treatment of anaemia

Antenatal education
and health promotion

2. Approaches to PPH management Physical care

Emotional care

 

3 Challenges associated with prevention and
management of PPH

Issues with access to
maternity care
services

The effects of
inadequate resources

on prevention and
management of PPH

 

4 Ways of supporting midwives to overcome
the challenges of preventing and managing
PPH in rural health care settings

   

Theme 1: Interventions For Preventing Pph
This theme deals with the strategies used by the midwives to prevent PPH and reduce potential
complications associated with PPH. This theme contains two categories namely: (a) Antenatal care
interventions (b) Interventions during labour and birth

Antenatal care interventions for preventing PPH
Antenatal care provided opportunities for assessing and promoting maternal well-being in general, and
preventing PPH through assessment, diagnosis, and treatment of risk factors associated with the
development of anaemia during pregnancy. This category contains two sub-categories: (a) antenatal
assessment, diagnosis, and treatment of anaemia; (b) antenatal education and health promotion.

Antenatal assessment, diagnosis, and treatment of anaemia
Antenatal assessment and screening were among the strategies used to prevent PPH. Women were
encouraged to book early to enhance early investigations and identifications of risk factors for PPH such
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as anaemia. Full blood counts were routinely tested to assess and monitor the levels of women’s
haemoglobin as well as correcting anaemia in pregnancy.

“The rate of anaemia in Nigeria is alarming and killing many people. We do routine laboratory
investigations of clients’ HB during pregnancy. Many women have low HB and low PCV because of poor
diet. Women with low HB and low PCV levels are treated for anaemia with iron therapy during pregnancy”.

“I monitor the haemoglobin level of all pregnant women. This helps to prevent and correct anaemia
before labour and delivery of the baby”

“Antenatally, I encourage pregnant women to book on time at gestational age of 12-16 weeks. I check the
level of the women’s PCV, that is, packed cell volume. We give them advise according to the results”.

The midwives also discussed how pregnant women were prophylactically treated for malaria to reduce
malaria related anaemia.

“We give preventive treatment to prevent malaria during pregnancy because malaria can lead to anaemia
during pregnancy".

The midwives emphasized that since PPH is not always predictable, efforts should be made to maintain
optimum haemoglobin levels during the antenatal period to enhance women’s abilities to cope with PPH
if it occurs.

“It is not always easy to predict who will have PPH based on risk factors because few of the women who
had PPH had no risk factor. It is better to make efforts during pregnancy to improve women’s HB level
before labour so that her blood loss during childbirth will not have bad effect on their health”.

Antenatal education and health promotion.

Antenatal education provided opportunities for health education aimed at promoting women’s health and
wellbeing during pregnancy. The importance of eating healthy diet was discussed during antenatal
education. The benefits of birthing in the health facilities were also discussed.

“PPH is prevented by educating the mother from antenatal clinic during first, second and third trimesters
on how to promote and maintain good health during pregnancy.

Health education is also provided to the women on the importance of hospital delivery”

"Antenatal health education is a very good tool. I advise women to eat balanced diet to prevent anaemia."

Some midwives were unable to provide adequate antenatal health education to some women because of
poor maternal health literacy, language barrier, personal, religious, and spiritual beliefs held by the
women.
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“The hindrances we do have for effective prevention of PPH in the community clinic are some patients’
attitudes to accepting antenatal talk on healthy diet in pregnancy due to their religious beliefs and status
which may result in poor feeding and anaemia. Some women are also reluctant to accept family planning
talk antenatally. They don’t know the dangers of uterine atony due to multiparity”.

“Illiteracy of some of the women can be challenging. Some women believe that PPH is caused by an
enemy or witchcraft. It is difficult to explain to such people the actual cause of PPH when they have a
very strong belief that it was caused spiritually by an enemy”

“Illiteracy among some of the rural women is a hindrance to successful antenatal education and health
promotion because some of them lack understanding of complications of PPH. Language barrier makes
it hard for us to fully explain complications of PPH and what to do to prevent PPH antenatally”

Intervention for preventing PPH during labour and childbirth
Midwives employed a variety of measures when managing all stages of labour to minimise the risks of
PPH. They also identified the importance of managing physical labour pain as well as providing
emotional support to the woman. Pharmacological and non-pharmacological pain management options
were used to promote women’s comfort. Efforts were made to minimize the risks of bleeding from
perineal trauma by guarding the perineum during childbirth, minimising the use of episiotomy and timely
suturing of the perineum. The clinical skills and experiences of the midwives contributed to effective
management of the various stages of labour.

“How I manage 2nd and 3rd stages of labour in labour ward are important. Labour pain is not an easy
one, so I always encourage the women not to bear down before time. I relief them from pain a bit with
sacral massage, telling the woman stories, reassure her and intramuscular analgesia. I always guard the
perineum during delivery to prevent tear and bleeding”.

“I eliminate or at least minimise the use of episiotomy “I suture any tear sustained or episiotomy given
soon after the baby is born. This helps to reduce bleeding from any perineal tear that requires suturing. All
stages of labour can be well managed with experience and these actions help to prevent PPH”.

The third stage of labour was actively managed by all participants. The importance of accurate
assessment of risk factors associated with PPH, accurate estimation of blood loss and careful
monitoring of the woman’s condition and side effects of medication were discussed.

“In order to prevent this deadly condition (PPH), I try to accurately assess the risk factors and blood loss.
Our health care facility guidelines encourage the practice of active management of third stage of labour.
This have helped to reduce the number of PPH cases in our health care facility. I administer a uterotonic
drug immediately after the birth of the baby. I also use controlled cord traction when delivering the
placenta. We use oxytocin as our first choice of drug but we try to be careful of oxytocin induced
hypotension and tachycardia by monitoring vital signs.
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“What helps me to prevent PPH is the use of misoprostol, good history taking and careful conducting of
delivery”

Theme 2: Approaches To Pph Management
The midwives’ understanding of PPH as an emergency, frightening and life-threatening condition
enhanced their abilities to provide prompt physical and emotional care to the women and their birth
partners to reduce the risks of physical complications and emotion distress. The midwives also
discussed the challenges they experienced when managing PPH. Thus, the theme contains three
categories namely: (a) Physical care following PPH, (b) Emotional support; (c) Challenges in managing
PPH.

Physical care
The midwives identified PPH as an obstetric emergency that required prompt recognition, diagnosis,
treatment to control the bleeding and prevent deterioration. The participants explained that having
guidelines and policy for preventing and managing PPH in their wards/units enabled them to diagnose,
treat and manage PPH in a timely and effective manner.

“We used and followed the algorithm for management of PPH. This helped us to diagnose and treat PPH
without wasting time. PPH was mainly caused by atonic uterus.

Sometimes the steps in diagnosing and managing PPH happen at the same time. Having another
midwife or doctor in the room to help was very useful”.

“Our guidelines start with history taking. Noting any history of previous PPH help me to prepare properly
to prevent and manage PPH as required. My emergency and midwifery care involves prompt diagnosis
and treatment of the problem to minimise serious sequela like shock, anaemia, and prolonged stay in the
health care facility”.

“PPH can be deadly, so we treat it as an emergency and try to implement the health facility protocol in a
manner similar to cardiac arrest protocol, with the same attention to detail and documentation”

The midwives’ abilities to diagnose and treat PPH effectively were also influenced by their levels of
knowledge, skills, clinical experiences, and availability resources including staff.

"As a midwife, I have a lot of knowledge, clinical experience, and skills for managing PPH. “It is an
emergency, both material and medical manpower must be on hand, decisions and actions must be taken
adequately to save the life of the patient and prevent complications”.

“I was adequately prepared to manage PPH. I received adequate education and training on PPH
management during my midwifery education program. I am a registered nurse and midwife. I have had a
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lot of opportunities to work with more qualified midwives and learnt from them. The knowledge and
experiences I gained have helped me to effectively manage PPH as a qualified nurse and registered
midwife.

Emotional care
The midwives spoke about PPH as a frightening condition requiring physical, emotional, and spiritual
considerations and care. The importance of providing care in a competent, compassionate, and sensitive
manner to reduce anxiety and psychological distress for the women was emphasized.

“Managing PPH needs everything possible to tackle the problem. It is between life and death and so we
did everything to tackle it competently with knowledge and skills, and with all sensitivity to reduce the
fear of the patient and save her life”

“PPH is an emergency, I try to be tactful and confident when the woman is bleeding heavily because the
patient is always anxious and afraid of what might happen to her. I render care and reassurance in
sensitive and skilful ways.

The midwives discussed the importance of actively communicating with the woman and her partner to
enhance their active participation in their care and alleviate their anxiety. The midwives demonstrated
their abilities to pay attention to them and show empathy in the given situations.

“PPH is not just about physical care. It a life-threatening and traumatic experience for women especially
when bleeding is severe. I feel for the woman and her birth partner. I try to pay attention to their needs and
communicate with them with compassion and sensitivity”.

“I always involve the woman in her care. I talk with her and draw her attention to what is happening
before starting any intervention. I explain everything to her and make sure she understands what is
happening and what we want to do to make her feel better”.

Religious and spiritual beliefs are sources of inner strength for many individuals. Severe PPH disrupts the
spiritual conditions of some of the midwives and the women.

‘PPH is an obstetric emergency and time is everything, but by God’s interventions and careful detection of
the cause of the bleeding, we were able to control the bleeding

“To manage PPH is not an easy task especially if the PPH is severe. It disorganises spiritual and physical
conditions of the midwife and the patient”.

With God’s help and team effort we were able to control the bleeding
Theme 3: Challenges associated with prevention and management of PPH

The prevention and management of PPH posed considerable challenges to the midwives in rural clinical
setting and communities. Hindrances to the provision of effective care in relation to PPH prevention and
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management included issues with access to maternity care services, and inadequate resources for
managing PPH. Ways of overcoming challenges of preventing and managing PPH in rural health care
settings were also discussed.

Issues with access to maternity care services
Problems with access to the maternity care centres resulted in delay in treatment of women who had
PPH. These include difficulties with transportation, and late referral from maternity home to health care
facilities.

“We have so many challenges. For example, some roads are not good, there is poor accessibility to health
facility. There is poverty amongst Nigerian many women. Some of them live far away from the health
facility and have no car. Public transportation system is not reliable. These problems lead to delays in
getting to the health care facility and delay in treatment especially if the baby was born before arrival to
the health facility”

“Late referral from maternity home is not helpful. It leads to delay in treating the woman. The day we had
PPH case in our facility, actually it was referred from a nearby maternity home”.

The effects of inadequate resources on prevention and
management of PPH
Inadequate resources were identified as a major barrier to the midwives’ efforts in adequate prevention
and management of PPH in the rural communities. Insufficient resources such as infrastructure, labour
ward equipment, laboratory facilities, medication, staff shortages were inhibitory factors for the provision
of timely and adequate care to women in the rural communities.

“What inhibit my ability to effective prevention and management of PPH in health facility is that we don’t
have adequate equipment and drugs. We don’t have lab for grouping and cross matching. We don’t have
enough staff in the facility. Imagine in the health facility you see only one midwife doing everything
alone, and you just have a maternity care attendant to help you”

“There is a lack of some equipment in the clinic, for example, equipped labour ward with theatre, in case
of emergency caesarean section, and instruments for instrumental deliveries. We have few delivery kits”.

“It was not easy managing PPH in the local area where there is no adequate equipment, drugs and staff.
Many midwives and other health care workers don’t want to go to rural areas to work because there is no
road, no electricity, no properly equipped health care facility”.

Although the effective management of PPH were challenging, the midwives were motivated by the
passion they had for their work, and determination to save women’s lives. These resulted in their job
satisfaction.
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“Actually, it has not been easy managing PPH, but one feels satisfied when you have achieved your aim
of controlling the bleeding and saving the life of the woman”.

“Determination is the key to success. I like my job as a midwife. I feel satisfied when I can help my
patients and when the bleeding is well managed”.

Theme 4: Ways of supporting midwives to overcome the challenges of preventing and managing PPH in
rural health care settings

It is essential that midwives are adequately supported by their organisations and the government to
overcome the challenges of inadequate resources including human resources to enhance their abilities to
prevent and manage PPH effectively in rural health care settings.

“We will prefer to have a well-equipped labour room where we will have facilities that will enable us
control bleeding for example, a bed where patient can be placed in a lithotomy position if necessary and
placenta is expelled with its membranes completely with an angle light for easy assessment”

“Government should employ more trained midwives. We need more midwives in the labour ward. We also
need enough equipment and drugs for managing PPH. More doctors should be assigned to work in the
health facilities in the rural areas”

Effective management of PPH in an on-going manner requires continuous practice review, emergency
drills and continuing education and training of midwives. These actions are necessary for the provision
of high standard of care to women in the rural health care settings.

“Just as with other advanced life support protocols, it is important to have a periodic review of
everybody’s practice. We also need practice drills. Practice review is helpful in improving practice.

“I have gone to various training such as LSS training, that is, life-saving skills; Mc pop training, that is,
mandatory continuing professional development programme;

DEAQHSN – Delivering Effective and Quality Health Service in Nigeria (training); PAHCG (A Pivot to
Adequate Health Care at the Grassroot), etc. These trainings occur once every three to four years”.

“I need continuous training and retraining because practices are changing as well as drugs used in
management of illnesses”.

Effective management of massive PPH is dependent upon timely collaborative multidisciplinary team
approach. Midwives are therefore encouraged to escalate care in a timely manner to their senior
colleagues and other multidisciplinary team members such as the obstetricians and anaesthetists for
women experiencing severe PPH to enhance optimum provision of care to them.

“As a midwife, I was involved with the multidisciplinary team including obstetricians and anaesthetists in
looking after patients diagnosed to have intractable post-partum haemorrhage and not managed with
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standard medical treatment and were subsequently treated with operative interventions. The operative
interventions were successful”

“Midwives should not delay in transferring care to doctors if they can’t control the bleeding. More studies
are required on how to recognise and rectify any deficiencies in midwifery practice for urgent transfer of
patient for surgery if indicated. If bleeding cannot be managed by midwives, they must transfer the care
to doctors because surgery may be required to save the woman’s life”.

Discussion
The quality of care received by women during pregnancy, labour and childbirth contribute to their overall
states of health and wellbeing. This study explored midwives’ experiences of reducing maternal morbidity
and mortality from post-partum haemorrhage (PPH) in rural communities in Eastern Nigeria. Midwives in
this study employed various strategies during antenatal care, labour, and birth to prevent PPH. Antenatal
care interventions involving antenatal education, assessment, screening, diagnosis, and treatment of
anaemia to ensure optimum haemoglobin level prior to labour and birth of the baby. Studies have shown
that the effects of the blood loss on women vary, therefore prevention of anaemia during pregnancy is
crucial in minimizing potential risk of morbidity and mortality associated with PPH (9, 13–14). Some
women’s reluctances to accept antenatal education were attributed to poor maternal health literacy,
language barrier, personal and spiritual beliefs held by the women. Evidence has shown that poor
maternal education, poor knowledge about anaemia in pregnancy, lack of antenatal education and some
cultural beliefs are some of the factors responsible for maternal anaemia in Nigeria (33).

Nigeria is a multicultural, multireligious and multilingual country. To be able to provide holistic women-
centred maternity care to all women, it is important that midwives understand and appreciate the roles of
culture, religion, and spiritual beliefs in the lives of many individuals in Nigeria (34–35). Being culturally
competent will enable midwives to understand, appreciate, and interact with women from different
cultural and religious backgrounds (35–36). The use of professional interpreter during antenatal
education will also help to alleviate language and communication difficulties experienced by the
midwives and the women (37).

Prophylactic malaria treatment was another strategy used to reduce the risks of anaemia during
pregnancy. Studies have found that prophylactic treatment for malaria or existing malaria in countries
with moderate to high prevalence of malaria helps to inhibit or minimize the risks of the invasion
activities of malarial parasites on the red blood cells, thus reducing the risks of maternal anaemia,
placental malaria, premature labour, and pregnancy loss (1, 38–39). To minimize the risks of poor
compliance with malaria treatment, women should be given options of medication with minimal side
effects (38).

The midwives’ clinical skills and experiences and continuity of care enabled them to use strategies such
as guarding the perineum during childbirth, minimising the usage of episiotomy and timely suturing of
the perineum to reduce bleeding. These findings demonstrate the importance of acquired skills and
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experiential learning in a practice-based profession such as midwifery (40–41). Active management of
third stage of labour including the use of oxytocin drugs was beneficial in minimising the risk of PPH.
However, lack of access to oxytocic resulted in the use of misoprostol in one of the health care centres.
Although misoprostol is not as effective as oxytocin, it is mostly used as a first line drug of choice in low
socioeconomic settings because it is less expensive and can be readily stored (42). This has implication
for quality of care and timely control of bleeding. Although oxytocin has great impact on reducing PPH,
its quality and impact on PPH decreases because of its sensitivity to heat, and the need of appropriate
storage in a cold chain of 2-8 degrees centigrade (43). The usage of uterotonic agents in countries such
as Nigeria where there is generally hot weather and high temperature, together with unstable electricity for
the storage of the uterotonic agents in refrigerators has implications for effective management of PPH
especially in rural communities. This highlights the need for additional research to investigate and find
out alternative medications that will be more effective in such settings.

The midwives’ understanding and appreciation of PPH as a life-threatening and frightening condition
served as an enabling factor for the effective management of PPH that involved a holistic approach to
care and collaborative multidisciplinary team approach where possible. Studies have shown that to
prevent physical deterioration and psychological distress, it is important to utilise timely holistic
approaches involving effective team collaboration when managing life-threatening conditions or other
complications associated with childbirth (19–20, 44).

The midwives’ work commitments, passions for their jobs and determination to save women’s lives
despite insufficient resources added to their senses of achievement and job satisfaction. It has been
suggested that having positive mental attitude enhances growth of passion and work engagements at
work, increased job satisfaction and well-being. These in turn promotes individuals’ effectiveness at work
(45).

Barriers to timely prevention and management of PPH reported by the midwives in the current study were
issues relating to inadequate resources including staff shortages, insufficient equipment and
medications, and delay of some women in arriving at the maternity care centres. Studies have shown that
timely maternal care provision in Nigeria is hindered by women’s delay in making decision to seek
maternity health care, delay in locating or arriving at the health care facilities, and delay in receiving care
from skilled health care professionals on arrival to the maternity care facility (22–23, 20). To address
these challenges, it is therefore important to improve access to maternity care, skilled health care
professionals, as well as providing adequate resources including human resources to enhance equitable
access to good quality care to these women (20).

Although the midwives acknowledged having adequate knowledge and skills required to manage PPH,
they also identified the need for continuing professional education and training, emergency drills, and
continuous practice review to enhance their abilities to provide high standard of care to women in the
rural health care settings in a consistent manner. These could be achieved by promoting lifelong learning
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and midwives’ continuing professional development using a variety of learning strategies involving
theoretical inputs, clinical practice, reflective practice, and quality improvement initiatives (46).

Conclusion
Post-partum haemorrhage is one of the leading causes of maternal death in Nigeria and globally.
Exploring the experiences of maternity health care professionals such as midwives is important in
identifying ways of improving maternal health and reducing death associated with PPH. Antenatal
education, assessment maternal health and wellbeing, diagnosis, and treatment of anaemia were
strategies used to prevent anaemia during the antenatal period.

The midwives’ knowledge, clinical skills and experiences, and active management of labour were
enabling factors for preventing PPH during labour, and childbirth. The midwives’ understanding of PPH
as an emergency, frightening and life-threatening condition facilitated their prompt provision of the
required physical and emotional care to the women and their birth partners. Timely multidisciplinary team
approach is essential for effective management of severe PPH. Barriers to timely prevention and timely
management of PPH include issues relating to staff shortages, insufficient equipment and medications,
and delay of some women arriving at the maternity care centres.

Given that poor maternal health literacy, language barrier, personal and spiritual beliefs held by some of
the women hindered effective antenatal education at times, it is important that midwives are culturally
competent when providing care to women from different cultural and religious backgrounds. It is also
recommended that suitable professional interpreters be provided to enhance communication between
midwives and the women. There is a need for organisations and government to provide adequate
resources required for preventing and managing PPH in the rural health care settings to reduce the risks
associated with maternal morbidity and mortality in these health care settings.
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